Abstract
Introduction:
Tuberculosis (TB) has been resurging in the past few decades, with about 9 million new cases diagnosed annually 1 . A number of factors including Acquired Immuno-deficiency Syndrome (AIDS) pandemic have been attributed to this surge in the incidence of TB 2 . Extra pulmonary TB presentations have also been on the increase 3 -4 and cervical lymphadenopathy is reported to be the commonest form of this presentation [3] [4] [5] . However there are many possible differential diagnosis of a clinical presentation of cervical lymphadenopathy. In the younger age groups inflammatory lesions and malignant neoplasm are commoner than benign neoplasm and non-inflammatory benign lesions 6 . Nasopharyngeal cancer (NPC) is one of the malignant neoplasm of the head and neck region may present solely with cervical lymph node enlargement. Originally described in 1921, NPC is the commonest epithelial malignancy in adults [7] [8] [9] . Among paediatric age groups it accounts for a third of all nasopharyngeal cancers 10 . Since the many causes of cervical lymphadenopathy may mimic each other especially in a setting with a high burden of infectious diseases this may lead to delayed accurate diagnosis and/or commencement of unnecessary treatment.
The paper presents the diagnostic challenge in the case of a young lady with nasopharyngeal carcinoma who initially presented with solely cervical lymphadenopathy.
Case report:
A twenty-year-old female student presented to the General outpatient clinic with a 3 month history of a progressive right cervical swelling. A series of investigations were ordered, the results are outlined:
ESR: 68mm/hour, WBC: 5,800/mm 3 , Neutrophils-66%, lymphocytes-29%, monocytes-3%, Eosinophils-2%, PCV-39%, Mantoux test: 12mm x11mm, FNAC: Chronic granulomatous inflammation. She defaulted from the clinic but returned seven months later when she noticed a left cervical swelling. She was referred to Medical outpatient clinic with a diagnosis of tuberculous lymphadenitis based on the investigation results especially the cytology report. A similar diagnosis was made in the medical clinic based on the investigation results and she was commenced on anti-TB drugs (INH, Rifampicin, Ethambutol, and Pyrazinamide). However after two months of using the anti-TB drugs she made complaints of recurrent purulent nasal discharge which is occasionally blood stained and partial loss of hearing in the right ear and was referred to Ear, Nose and Throat (ENT) clinic on account of the nasal discharge and hearing loss.
Further review in ENT yielded additional history of snoring, mouth breathing, spontaneous recurrent epistaxis and right side otalgia. There was also history of difficulty in mouth opening and dysphagia, weight loss and occasional fever but no night sweats. Examination in the ENT clinic revealed a mouth breathing patient with muffled voice. Rinne's test was negative on the right. There was a fleshy mass in the left nasal cavity with purulent discharge and downward depression of the soft palate on the right. There were multiple bilateral cervical lymph nodes; the largest node on the right was 12cm x 8cm, and on the left 4cm x 4cm.
A diagnosis of nasopharyngeal tumour was made with a differential diagnosis of right sinonasal tumour. An examination under anaesthesia of the nasopharynx and nasal cavities was planned. Operation findings were: fleshy friable mass with contact bleeding on the right side of the nasopharynx extending into the right nasal cavity. Histology report was undifferentiated nasopharyngeal carcinoma. She was offered chemo-and radiation therapy with discontinuation of anti-TB drugs. She had 6 courses of Cisplatin and 5-Fluorouracil and 50 Gy of radiation to the facio-cervical region bilaterally. All the symptoms were obliterated at the end of the therapy, the left cervical nodes became non-palpable and the only node palpable on the right was 2cm x 3cm. There were no significant complaints at followup clinic until she was lost to follow up.
Discussion:
A high index of suspicion is required when managing young patients with cervical lymphadenopathy in regions with high prevalence of chronic granulomatous infection. As initially thought by the family physician and the pulmonologist the cervical lymphadenopathy seen in this patient could have been due to the TB-the similarity of presentation between TB and NPC have been noted 11 , however other factors that may suggest a different diagnosis exist in this patient.
Nasopharyngeal carcinoma has a bimodal peak age of presentation and the younger age peak is seen in the second decade of life [7] [8] [9] [10] [11] [12] . The age of the patient presented falls within the younger age peak for NPC which suggests that NPC could have been responsible for the cervical lymphadenopathy.
Cervical lymphadenopathy is the commonest presentation of NPC 13 ; hence a differential diagnosis of NPC should be entertained especially when the lymphadenopathy is bilateral and painless. The nasopharynx being a midline structure implies that malignant lesions of the region tend to metastasize to both sides of the neck. The bilateral nature of the lymphadenopathy in this patient highly suggests NPC.
A controversy exists on the sensitivity of FNAC for cervical tuberculous adenitis. While some authors have reported sensitive rates as high as 90% others have reported rates as low as 46% [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] . Although some authorities have advocated that the occurrence of granulomatous features on FNAC is highly suggestive of TB in developing countries, where TB is common 15 this suggested approach must be taken with great caution as this case has demonstrated. Diagnosing TB based on cytological findings of epithelioid cell granulomas and multinucleated giant cells with or without caseous necrosis 5 may be misleading as similar features are present in metastatic NPC. The presence of epithelioid granulomas has been clearly demonstrated in the cytology of metastatic cervical lymph node secondary to a primary NPC 11, 16 .
The family physicians and the pulmonologist based their diagnosis on the FNAC and possibly the ESR results leading to a delay of 3 months before commencement of anticancer therapy. This delay could be fatal in other circumstances, to forestall such a delay it may be necessary to order Ziehl-Neelsen staining of the cytological smear to confirm diagnosis in suspicious cases 17 or EBNA (Epstein Barr virus Nuclear Antigen) immunocytochemistry 18 .
Even though physicians often face a challenge between the resources of the patients and ordering extensive investigations to aid diagnosis, especially in developing countries where a significant portion of health related bills are out-of-pocket expenses for the patients, maintaining a high index of suspicion might prevent unnecessary delay in accurate diagnosis as exemplified in this case. 2. Miziara ID. Tuberculosis affecting the oral cavity in Brazilian HIV-infected
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